Bridgeport Hospital

Department of Organization Development and Education

267 Grant Street

Bridgeport, CT 06610

CONTINUING NURSING EDUCATION ACTIVITY APPLICATION FORM
Sponsor (Individual or Organization):      
Address:      
City:      


 State:     


Zip:     
WPhone:     


   HPhone:          Email:     
	Primary Contact Person (REQUIRED)

	Name:                                                                                    Telephone:                                                               

Credentials:                                                                            Fax:                                                                                                                                                            Fax: Position  Position/Title:                                                                         Email:      
This person is:   FORMCHECKBOX 
 nurse planner     FORMCHECKBOX 
 administrator      FORMCHECKBOX 
 staff                                                 


	Lead or Designated Nurse Planner (REQUIRED)

	Name:                                                                                                                                                         

Telephone:      
Email:         
Fax:          


CE Activity Title:     
Is this an Independent Study CE Activity?
Yes FORMCHECKBOX 


No FORMCHECKBOX 

Date(s) to be Presented:     
Number of Contact Hours (CH) Requested:        

Welcome, introductions, breaks and reviewing of exhibits are not included in calculation of contact hours. 

Evaluation is considered an integral part of the learning activity and may be included in calculation of contact hours. 

Divide total number of minutes by 60 to obtain contact hours.
Resources:  Planning Committee and Faculty 

Include a completed Bio-data/Conflict of Interest Form for each member of the Planning Committee, 

the person administratively responsible for this continuing education activity and each faculty member. 

As of January 2007 All persons involved in the application process must disclose any conflict 

of interest.  Refer to the manual for guidelines regarding Nurse Planners and Faculty
For independent study, Bio-data/Disclosure Forms for each faculty author/content specialist is required.  

Target Audience/Learner Population 

This continuing education activity is developed in response to, and with consideration for the 

educational needs of the identified target audience.

Describe the target audience: (RN, LPN, MD, students, other healthcare providers)

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Needs Assessment 

Check all that apply:

___Expressed needs (written/verbal)

___Recommendations from QA/QI

___Regulatory requirements

___Organization policy

___Previous Continuing Education Activity evaluations

___Credentialing requirement
___Other











Purpose of the Continuing Education Activity 

_____________________________________________________________________________
_____________________________________________________________________________

_____________________________________________________________________________

Description of Continuing Education Activity 

a. Use of Adult Learning Principles should be reflected in all aspects of the educational 

    design, e.g. objectives, content, teaching methods, etc.

b. Submit Documentation Form [content outline] for the entire activity, which lists learning 

    objectives and an outline of supporting content for each objective.

       c. Complete and include Documentation Forms.  

Describe the teaching-learning strategies (methods) which will be used for this CE activity.  

The teaching-learning strategies MUST be congruent with objectives and content.  

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Continuing Education Activity Schedule 

Include a schedule if the activity is 90 minutes or greater in length. Schedule MUST contain all time 

frames (in minutes), title of sessions and names of speakers.

Evaluation 
a. Describe the method to be used to evaluate the activity. Include a copy of the Evaluation Form(s) 

which indicates the minimum, achievement of objectives and teaching effectiveness of each speaker. 

Each speaker MUST be evaluated separately, it is suggested the evaluation form provided be utilized.  

If a post test is used include a copy of the test, an answer key and passing score.

Indicate the objective to which each test item relates.

______________________________________________________________________________

______________________________________________________________________________

b. Check the best description or describe how evaluation data will be used:



Refine future presentations of this education activity



Create new programs.



Discontinue the activity.



Decide whether to change faculty or facility.



Other – Describe: 








c. Check the best description or describe how learners will be provided feedback:



Question and answers during activity.



Return results of testing



Provide certificate.



Follow-up communication



Other – Describe








Is this Continuing Education Activity co-provided with another agency/sponsor?

No ___
Yes 
  if yes, please respond to a-e.

Co-providership has been arranged with:








For co-provided activities, describe how the applicant (CE sponsor) will retain final responsibility for:


a. Determination of objectives and content


b. Selection of presenters/content specialists



c. Awarding of contact hours



d. Record keeping


e. Evaluation

_____________________________________________________________________________

_____________________________________________________________________________

If an activity is to be co-provided, include a copy of the signed agreement and the response 

to a-e above.  Check if applicable ____“signed agreement” included.
Verification of Participation and Successful Completion of Continuing Education Activity 

a. Verification of Participation [Check area(s) that apply]



 Sign in Sheets

 Return of Evaluation Tool



 Other:










b. Verification of Completion [Check area(s) that apply]



 Written post-test

 Self reported achievement of objectives



 Return Demonstration

 Attendance at entire activity



 Other:










For Independent Study:  Describe the plan for evaluating and documenting successful achievement 

of objectives.

______________________________________________________________________________

______________________________________________________________________________

Written verification of Continuing Education Activity Completion

The Certificate must include the following:


a.
Space indicated for name of the participant


b.
Number of Contact Hours awarded


c.
Name and address of the provider/sponsor


d.
Title and date of education activity


e.
The official CNA/ANCC approval statement

Include a copy of the Certificate that will be distributed to participants.

ANCC/CNA Operational Requirements; Record Keeping and Reports


b. Describe the record keeping system, including confidentiality, filing, storage, and who will is authorized to access and retrieve records.

All continuing education activity records are maintained in either a secured/confidential file cabinet in the Department of Organization Development and Education and/or in a computer that is password protected. Access to these records is limited to the Coordinator, Organization Development and Education or designee. All materials and documents related to any continuing nursing education activity are maintained for a period of six years.
Faculty/Presenter/Author Disclosure Form (Bio-data/Disclosure form) 

Include signed copies of the Bio-data/Disclosure Form for each faculty/presenter/author 

involved in this activity. As of January 2007 All persons involved in the application process  

must disclose any conflict of interest. 

Learners will be informed of presenters’ disclosure of vested interests by:


a. Not applicable because faculty have no vested interest


b. Announcement at beginning of event/session


c. Information provided on advertising


d. Information provided on handouts


e. Signs placed inside or outside of presentation room


f. Other – Describe:









Will this education activity receive commercial support?  

No


Yes

  If yes complete items a-b below

a. Commercial support has been provided by the following (List name of representative and 

   company and describe type of support provided; e.g. refreshments, meals, publicity/marketing, etc.

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

b. Check the following if a true statement. Commercial support will not influence content or objectives 

    of this activity   

 (check)

Include copies of all marketing/promotional materials developed for this education activity 

             (flyers, brochures, etc.  


a. If advertising is via a website, include the website address for location of advertising material 

for this activity.


The website address is:









b. A copy of the relevant pages of the website is included with each copy of the application.


Yes


None available


IF THIS IS AN INDEPENDENT STUDY (LERNER-DIRECTED) ACTIVITY, PLEASE CONTINUE 

WITH THE REMAINDER OF THIS APPLICATION

Learning Package 

a. Describe the total learning package, including an explanation of all materials required to 

complete the Independent Study.


______________________________________________________________________________

______________________________________________________________________________

b. Describe how the effectiveness of the Independent Study as a learning activity was evaluated.  

    Indicate the results of the evaluation and the changes made based on this evaluation.

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

c. Check the best description or describe the method for calculating contact hours.



Pilot Study



Peer Review



Historical Data



Other










d. Give supportive documentation of the rationale used to determine the number of contact 

     hours to be awarded.

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
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[image: image2.png]



a. I, 					 agree to adhere to the ANCC/CNA


	     (signature)


Operational Requirements listed in the CNA Manual for Approval of Nursing Continuing Education Activities. I will maintain records for six (6) years in a secure and confidential manner.


I also agree to notify CNA Approver Unit of any changes in this education activity during its approval period and will provide any reports related to this activity within the period of time requested by the CNA Approver Unit.








